The Cause is Cesarean Section
The fact that our children sleep on their backs certainly does not to lead to skull deformities; if it did, all children of my generation (1951) would be walking around with flat heads, as we lay on our backs until we could roll over independently.
Even the youngest healthy children turn their heads in all directions, reducing pressure on specific parts of the skull that might lead to lasting distortion. Distortions of the skull are caused by reduced or disordered function of the cranial sutures, resulting in uneven muscle tension and disruption to the craniosacral system. This can be treated very successfully with manual therapy.
KISS (kinetic imbalances due to suboccipital strain) syndrome is also often present in such cases. This is an abnormal position of the head, sometimes detectable even by laypeople as being "lopsided." Babies who suffer from this can be recognized by the fact that the neck, in particular, appears twisted and the body is stretched backwards. As a result of reduced mobility and uneven muscle tension on the still malleable bones of the skull, the head is often distorted and the hair rubbed thin. There is frequently an associated neurophysiological disorder, which can lead to sleep disorders, long periods of crying, and digestive problems (known as 3-month colic).
Interestingly, skull deformities are increasing to the same extent that cesarean sections are replacing normal deliveries. Unnatural delivery, including cesarean section, is a leading factor in the development of skull deformities.
However, long-term consequences can usually be prevented by prompt diagnosis and targeted manual therapy, which restores the balance of the cervical vertebrae and the bones of the skull (which always remain mobile until old age) (2). 
Osteopathy as an Aid to Treatment
Many thanks for addressing the subject of "positional plagiocephaly." This is a controversial subject, partly as a result of a lack of awareness, mercenary interests, and scaremongering (1) .
Two additions to the discussion: we know from research into the ontogenetic development of the human sensory and motor systems that the quantity and
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Etiology, Prevention, Diagnosis, and Treatment by PD Dr. med. Dr. med. dent. Christian Linz, Dr. med. dent. Felix Kunz, Dr. med. Dr. med. dent. Hartmut Böhm, and PD Dr. med. Tilmann Schweitzer in issue 31-32/2017 synapse strength of synaptogenesis are very closely dependent on the motor skills of the growing child (which are initially purely reflexive), particularly in the first 3 to 4 months of life. For optical control (development of head control) especially, these correlations are not merely plausible but have been well researched for many years.
Spatial orientation, which matures as a result, is vital to the development of both perceptual systems and language (2) .
Sensory and cognitive limitations in child development associated with skull asymmetry (with limited range of motion of the head) are not only plausible but have been well demonstrated up to school age (3).
Regarding treatment: if, as is usually the case, there is an underlying functional disorder of the head-neck transition, for example following a birth trauma, early functional treatment using manual and osteopathic medicine in this region is reliably successful. Arlen's atlas therapy and osteopathic manipulation provide physician-directed treatment options, that-in my personal experience-are superior to standard physiotherapy or at least are a useful complement to these.
The success of osteopathy in children with asymmetric posture has been demonstrated by external evidence (4). These procedures often eliminate the need for skull orthosis and should therefore be mentioned in the article. 
Caused by Spinal Block
As a pediatrician, I regularly see infants with skull deformities.
One cause of the skull deformities described which the article does not mention is vertebral blockages caused by birth traumas, for example in the atlas, thoracic spine, or iliosacral regions (1) .
In addition to the skull deformities described, these can become clinically manifest in the form of scoliosis of the torso, pelvic obliquity, limited range of motion of the head, latching difficulties, and bouts of screaming caused by pain.
Treatment by an osteopath who specializes in infants can, in my experience, swiftly resolve the cause and related complaints by correcting such blockages and spares children months of physiotherapy or helmet therapy. 
In Reply:
Thank you for the constructive feedback on our review article Positional Skull Deformities, which we are glad to address (1) .
The relationship between the entirely sensible recommendation for infants to be always placed on their backs to reduce the risk of sudden infant death syndrome and the development of positional skull deformities has been confirmed (2) . As stated, one of the possible causes is limited movement, sometimes related to birth traumas. Kinetic imbalances due to suboccipital strain (KISS syndrome) are not seen as a defined disease pattern by the German Society for Pediatric Neurology (Deutsche Gesellschaft für Neuropädia-trie) (3). Deutsches Ärzteblatt requests authors to base articles such as ours on existing, evidence-based recommendations. As described in the article, limited range of motion of the head is often the cause of positioning plagiocephaly and should therefore be treated promptly. Such treatment may include physiotherapy or manual therapy, for example. As quoted in current US guidelines, we have included this point under the heading of physiotherapy (4)-the term "osteopathy" is not used. When range of motion of the head is limited, we recommend prompt physiotherapy, manual therapy, or osteopathy to the parents of our patients. As stated, stage-appropriate treatment should be selected; helmet therapy is usually the treatment option of last resort. Because a cranial orthosis that molds the skull does not treat the cause of limited range of motion of the head, we believe it is important to continue with physiotherapy, manual therapy, or osteopathy in parallel to helmet therapy. The explicit advice is not to use mobile positioning aids such as rings or cushions, due to the risk of sudden infant death (2) .
The issue of development delays in affected children is certainly a fascinating and highly controversial subject. As Dr. Riedel rightly states, there are studies that indicate a correlation. Unfortunately, none of the available studies addresses the question of cause and effect: was there first a developmental delay which resulted in a positional skull asymmetry, or does a positional skull deformity lead to developmental delays? In addition, the case numbers investigated are small, and only some studies are controlled. Our own recent research, in which we investigated early language development in affected children and children in a control group, found no differences between the two groups (5, 6). These findings are in line with our clinical impression. However, the question of neurocognitive effects of positional skull deformities can certainly not yet be answered conclusively, and further studies on this are needed.
In discussing the cause, effects, and treatment of positional skull deformities it is important to maintain the recommendation to place infants on their backs and to educate parents promptly and comprehensively. Worries or lack of awareness concerning the development of skull deformities should under no circumstances lead to this sensible recommendation being rejected.
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